The subject of this meeting illustrates our tendency to plan in watertight compartments and implies that psychiatry may not be practised in psychiatric hospitals in the future. It is my purpose to show that there may still be a place for the psychiatric hospital in a comprehensive psychiatric service.
It is not often realized how different are the origins of general hospitals and psychiatric hospitals. The general hospitals have had a long association with religious orders whereas psychiatric hospitals are man-made, being the result of parliamentary legislation in this country dating from the County Asylums Act of 1808. The general hospitals have had this long association with good works and with God and have tended to be above suspicion. The psychiatric hospitals have been the target for successive witch-hunts almost since their inception and few of the public seem to realize that these hospitals have been created by the electorate to meet public demand. It is little wonder that the planners now propose that psychiatry should move completely into the general hospitals and be on the side of the angels instead of waiting in the psychiatric hospitals for a recognition which never comes.
Psychiatry has been practised in general hospitals in a specialized way since the early eighteenth century (Brook 1964) . The recent development of comprehensive psychiatric services in general hospitals has been described by Hoenig & Hamilton (1969) , Baker (1969) and Oldham (1969) , who have shown that it is possible to run a service with only minimal support from a parent psychiatric hospital. However, such papers take little cognizance of the fact that there is a considerable additional psychiatric work load in the general hospital of a type which would rarely involve the services of a psychiatric hospital. At present, the commonest reason for admission to a medical bed is attempted suicide. Mills (1971) has predicted that there will be 3 000000 such attempts per annum by the year 2000. Bagley & Greer (1971) have shown the prophylactic value of each such patient being seen by a psychiatrist. In addition, psychiatrists are involved in the care of patients dying from cancer, in the problems of abortion, in treating patients with psychosomatic illness and with those neurotic patients who are afraid to enter a psychiatric hospital.
It is thus seen that the general hospital psychiatrist has a considerable work load before he thinks of taking on the responsibilities of the psychiatric hospital. This does not mean that the psychiatric hospital consultant's life is relatively free from stress. On the contrary, psychiatric hospitals and their staffs have been the objects of frequent enquiries throughout the last and the present centuries. Bucknill (1859) complained of the persecutory activities of the press which have been reinforced in modern times by television. It is true that every official enquiry is followed by reform. The Prestwich enquiry of 1922 led to the development of the villa systeman improved design of psychiatric hospital. The 'Sans Everything' report (Robb 1967 ) and the Ely report (DHSS 1969) led to the formation of the Hospital Advisory Service. However, these reforms are not achieved without some disturbance, and a great deal of public antipathy to psychiatric hospitals is engendered. It is thus evident that the psychiatric hospital doctor walks on a tight-rope and the odds are cast in favour of falling off. There is little support for him from official sources.
It is not surprising that the Royal Commission on the Feeble Minded of 1908 and the Mental Health Act of 1959 both propound community care as a panacea for their problems. This remedy was seen as an alternative to creating more hospitals to relieve the ever-existent overcrowding. It was a solution which seemed to regard psychiatric hospitals as a necessary evil to be abolished, not reformed. Later, in 1962 when the numbers of inpatients began to decline, Enoch Powell propounded the end of many psychiatric hospitals by 1972 in the Hospital Plan for England and Wales. This was no atmosphere in which to attempt to improve the psychiatric hospital.
At Cane Hill we have followed an active policy of reform. In 1962 we were the first psychiatric hospital to establish tripartite administration (Hutchinson 1963) . This had the advantage of creating an effective planning group who worked well together in maintaining the concept that the patient was the most important person in the hospital. Our policies are no different now from those of many other psychiatric hospitals but among them we extended industrial and occupational therapy. We appointed an employment officer who has seen that 1200 out of 1600 patients have some form of occupation. We appointed a recreations officer for their leisure activities As the patient population has fallen dormitories have been adapted to give each patient adequate bedspace and a fair degree of privacy. The diet has been improved and a plated meal service has been introduced. Patients have been encouraged to wear their own personal clothing in an attempt to get away from institutional dress. Elevators have been installed in several tall ward blocks. A swimming pool, a pitch and putt course and a bowling green have been constructed for the patients to use. One aspect of current psychiatry which we undertook was the development of a psychogeriatric service. Several wards were adopted for geriatric use and this has had the useful result of earning the gratitude of patients' relativeswhich the nursing staff has found to be a welcome change. One additional effect has been a fourfold increase in income for the Visitors and Friends Association. McKeown (1971) has underlined the financial hardship experienced by relatives in visiting patients in distant psychiatric hospitals. Our Visitors and Friends Association solved this problem by running a coach from the catchment area to the hospital on Sundays for a return fare of 25p.
All this has been achieved as an attempt to keep the hospital above reproach but it is increasingly difficult to maintain in the light of the Department of Health's policy to close down psychiatric hospitals.
This policy stems from the forecast of Tooth & Brook (1961) , in spite of the further criticisms of Lindsay (1962) , Baldwin & Hall (1967) and Hailey (1971) , all of whom have seen a continuing need for long-stay beds. In addition there is evidence that there are other groups of patients in need of psychiatric hospital care whose numbers show no signs of decline. The Mental Health Enquiry for 1969 calculates that 8000-9000 extra psychogeriatric beds will be required in the next decade. A recent Lancet (1971) editorial comments on the absence of an organized service for the chronic sick in this country. Many of them could be accommodated in psychiatric hospitals. McAllister (1971) has indicated that some 4000 men who would be better off in psychiatric hospitals pass each night in Salvation Army hostels. There are many other such patients who could be housed adequately in psychiatric hospitals if there was a national policy for their care and rehabilitation. Apart from these there is the growing army of mentally subnormal patients for whom there has never been an adequate hospital service. I have outlined several categories of long-stay patients who could be cared for in psychiatric hospitals, but it is important to remember that the psychiatric patient of today is looked after by a team which serves the psychiatric hospital, the psychiatric unit in a general hospital and the community. The patient will have his treatment in whichever of these three suits his needs best. This concept will serve to keep the psychiatric hospital alive and will preserve its links with the community which it serves.
Dr Clifford Tetlow
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Present Predicament
The tragedy of our mental hospitals lies in our almost total disregard of the warnings given by Conolly in the early nineteenth century that 'in consequence of the incurable patients not being discharged, the building becomes, in the course of ten years, crowded with nearly double the number first provided for' (Leigh 1961) .
Even a supposedly acute unit in our own times may provide in the course of a few years a sub-
